Michel Foucault, in The birth of the clinic, 1 introduced the concept of the clinical gaze in a wide ranging examination of the emergence of modern medicine. He proposed that the development of the clinical gaze, in which disease was viewed from a new perspective, changed the course of medicine and healthcare. "It is as if for the first time for thousands of years, doctors, free at last of theories and chimeras, agreed to approach the object of their experience with the purity of an unprejudiced gaze." 1 The new modern scientific medicine resulted in the perceptions of the doctor becoming more important than the views of the patient. The concept of the clinical gaze is a useful concept when one reviews the appearance of the patient safety movement over the past 20 years. The gaze of clinical medicine is transforming, as the safety of patients and person centred care are becoming essential requirements of care. The realisation that healthcare can be made safer is a recent phenomenon and achieving this goal remains a formidable challenge. 2 In 2009, Leape et al assessed the state of the patient safety movement and the message was stark: "While efforts to improve patient safety have proliferated during the past decade, progress toward improvement has been frustratingly slow. Some of this lack of progress may be attributable to the persistence of a medical ethos, institutionalized in the hierarchical structure of academic medicine and healthcare organizations, that discourages teamwork and transparency and undermines the establishment of clear systems of accountability for safe care." 3 The development of the clinical gaze changed the relationship between clinicians and patients by emphasising the interpretation of the doctors over that of the patient. The resulting changes in the way health and disease were perceived benefited patients in many ways. One unfortunate consequence, however, has been the medicalisation of health and less patient centred care. 4 Another problem that has emerged is that the clinical gaze has not been a unified one and the conflicting gazes of differing health professions have resulted in decreased teamwork, which impacts on care coordination. The medical ethos, which emerged from the concept of the clinical gaze, has yet to be transformed. What is needed is a new gaze-perhaps the gaze of patient safety that encompasses the way we organise and deliver healthcare and that works to integrate care. 5 6 The quest for the safe delivery of healthcare is even more pressing, as healthcare systems are subject to perceived and actual failures, and evidenced by the recent reports in England. 7 8 Both providers and regulators of healthcare have been unable to guarantee safe care. The numerous conclusions and recommendations, together with the reaction from the regulators and politicians, suggest that the solution for patient safety is for clinicians to work harder and to be held to account for failures; and for regulators to inspect more frequently and vigorously. While these may have a place in solving the problem, the key is to consider what is really needed to deliver safe and reliable care. No one in healthcare can assume that safety has become the way of life. A radical rethink of what we do is needed, but solutions are elusive. As one considers the culture change that is required, one could become disillusioned at the slow progress of the patient safety movement within healthcare.
The five key factors that were identified by Leape et al 3 remain unfulfilled in most organisations-namely, transparency, integration of care, consumer engagement, joy and meaning in work, and reform of medical education. Four years on, success in any of the five is patchy and progress is difficult to demonstrate in healthcare systems. Wachter gives progress only a 'B−' in his analysis of what has been achieved. 9 In a review of the literature on safety cultures, Weaver et al 10 identified a number of interventions thought to be of benefit, although levels of evidence were variable. These included team training and communication tools, executive walk rounds, interdisciplinary rounding and unit based safety programmes, which were found to be most effective. Yet the consistent implementation of these solutions remains problematic.
A criticism of the patient safety movement has been the paucity of science underpinning proposed interventions. A recent technical report commissioned by the US Agency for Healthcare Research and Quality compiles the evidence supporting widely recommended patient safety practices. 11 Ten interventions are suggested to be of importance and as having clear evidence that they work if implemented. Many others have a sound basis and could be considered. This provides the 'what' needs to be done but the 'how' to implement remains the challenge.
Perhaps one needs to go further than just looking to decrease harm by error reduction and improved processes. The concept of taking a systems approach to patient safety and understanding the underlying factors is now accepted as the foundation for patient safety. 12 Adding concepts of human factors provides further support to the need to have a holistic, systems based approach to safer care. 13 Yet despite the increasing understanding of the theory of patient safety and what is needed, we remain unable to materially improve, unless the key factors identified by Leape et al 3 are addressed. The very construct of healthcare systems, based on a hierarchical medical education with a training system still firmly rooted in the medieval guild system, will need to transform into one in which patient safety is core to education and not an optional extra. The ongoing reluctance to be fully transparent and the marginalisation of quality and patient safety in the academic literature, as well as in medical schools, will need to be revisited. Violations, which often remain the norm in the name of professional autonomy, and without sanction, will require a redefinition of the concept of medical professionalism. 14 Amalberti et al 15 highlighted the need to move from autonomy to teamwork with a redefinition of roles; yet autonomy remains paramount among most physicians.
The enduring preference for individual autonomy could conceivably reflect the historical focus on technical aspects of care. Technical advances in the diagnosis and treatment of disease may have left safety and compassionate care behind, but they have generated incredible successes. In paediatrics this has been dramatic. Premature infants who died at birth are now kept alive. Children with cancers such as leukaemia live a near normal life expectancy, and many previously chronically disabling diseases such as juvenile arthritis and diabetes are now managed in a way that allows normal development into adulthood. Yet nothing comes without a price. There are the children who now live with increasing complexity in their clinical conditions, and who are most likely to be exposed to harm. The same risk applies to all those exposed to healthcare.
Healthcare professionals now need to focus on redesigning and recalibrating care so that compassion and safety are at the core of care. Healthcare designed for safety integrates human and environmental factors, and then works on improving the processes. Clinicians cannot improve care by working harder at processes without addressing the core philosophical foundations of healthcare.
High reliability and resilience have become the goals of organisations searching for safer systemsthat is, to provide the evidence based care that is needed and required the first time every time. 16 17 Other industries have introduced reliable and resilient systems, 18 so it should be possible to do so in healthcare. The application of reliability theory in the delivery of healthcare has had variable results. The key ingredients are the concepts of mindfulness 19 20 and situational awareness. 21 These allow the clinical team to integrate the different clinical gazes into a shared gaze, taking into account different perspectives.
The redesign of healthcare to incorporate patient safety has been developed in the work on 'microsystems', 22 which has shown that it is possible to fundamentally change the way the system works. There are several examples of excellence from centres that have demonstrated that one can develop a system in which resilience and designing for safety become the norm rather than the exception. 23 The theory on patient safety is now well documented but not widely understood in the frontline. 24 The paper by Goldenhar et al 25 provides insight and understanding into some of the mechanisms of safety culture change and the challenges that are posed as these are put into action (in press). They note that huddles or briefings are not a new phenomenon, but the mechanism has not been fully understood. They suggest that there must be a change in the way we approach the solutions for safety, and that by understanding what happens when the processes change perhaps one can fundamentally redesign the service. Huddles are relatively simple interventions with several complex elements that have a major benefit.
The approach discussed by Goldenhar et al 25 goes someway to address the challenge set out by Leape et al 3 in that there is a change in the medical ethos, a flattening of hierarchy, promotion of teamwork and clear lines of accountability and responsibility in a transparent system of care. The work undertaken is therefore relevant for all of those involved in healthcare and provides an insight into how to address the deficiencies of the current construct in healthcare design. It is a sufficiently small test of change that can be implemented without much cost. Besides the benefits of improving safety, there is the additional Editorial advantage that huddles offer a way to improve flow and deliver greater value. Huddles may increase clinical mindfulness and decrease cognitive bias, leading to the reduction of missed and delayed diagnosis. This potential benefit warrants further research. 26 The development of a team approach to the huddle allows the fragmentation of care to be remedied and for a rebalancing of the clinical gaze, which was clinician focused, to one which is person centred with a collegial approach to healthcare. It makes integrated care a distinct reality and offers promise for the future.
Challenges still remain in determining how the concepts of the huddle can be spread throughout healthcare, given the time it took to implement in a high performing organisation. Distributive leadership is an essential ingredient. The empowerment of the frontline to introduce versions of the huddle is the next step. The introduction of the huddle offers a way of redefining clinical care, from the clinical gaze in which we treat disease into the patient safety and quality gaze in which the needs and wants of patients are the core of all that we do.
